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Improved data informs eﬀ orts to end preventable stillbirths
In The Lancet Global Health, Hannah Blencowe and 
colleagues1 provide an important contribution to 
global health through a robust modelling eﬀ ort to 
estimate the global stillbirth rates at 28 weeks or more 
on both a country and regional basis. Crucially, they 
use consistent methods and extensive data sources to 
determine stillbirth trends over time since 2000. With 
the improved modelling, the global stillbirth rate in 
2015 is now estimated to be 18·4 per 1000 births, a 
24% decrease from the estimated global stillbirth rate of 
24·7 per 1000 births in 2000.
These modelling methods are necessary to determine 
stillbirth trends because the regions with the highest 
stillbirth rates—low-income and middle-income 
countries (LMICs)—generally have poor registration 
systems. Historically, stillbirth rates have been absent 
altogether from registries in many regions.2 
While many high-income countries use a lower 
gestational age limit of 20–24 weeks to deﬁ ne stillbirth, 
WHO has recommended 28 weeks (generally considered 
as the lower limit of viability in LMICs) for international 
comparisons.3 Because half of all stillbirths in the USA 
and Australia occur between 20 weeks and 28 weeks,1 
the stillbirth estimates reported by Blencowe and 
colleagues using the 28 week cutoﬀ  are likely far lower 
than the rates had a 20–24 week cutoﬀ  been used. It is 
important not to forget the millions of stillbirths that 
occur worldwide at less than 28 weeks.
The stillbirth rates ranged from less than two per 
1000 in six western European countries to more than 
40 per 1000 in Pakistan and Nigeria. Most countries 
with the highest stillbirth rates are in sub-Saharan 
Africa, whose countries have also shown the slowest 
declines in stillbirth rates in the past 15 years. Nearly 
80% of all stillbirths worldwide occur in sub-Saharan 
Africa and south Asia.
What contributes to the disparity in stillbirth rates 
between regions? Stillbirths are often divided into 
those that occur antepartum and those occurring in the 
intrapartum period, around delivery.4 Today, in high-
income countries, the vast majority of stillbirths occur 
in the antepartum period, are very preterm, and are 
diﬃ  cult to prevent. However, in the 1930s, high-income 
countries had stillbirth rates similar to those seen in 
sub-Saharan Africa and south Asia today.5 The decline 
from stillbirth rates of 30–40 per 1000 births to the 
present levels of two or three per 1000 births is one of 
the great success stories in obstetrics and public health, 
but is one that policy makers, health-care providers, and 
the public have little knowledge of. Why the stillbirth 
rates declined so substantially is not completely 
understood, but is clearly related to improved prenatal 
care and monitoring before labour for conditions such 
as maternal syphilis, pre-eclampsia (blood pressure and 
urinary protein), poor fetal growth, and fetal asphyxia, 
and improved care during labour including fetal heart 
rate monitoring and expedited delivery (often by 
caesarean section) for several conditions including pre-
eclampsia or eclampsia, placental abruption, obstructed 
labour, and fetal distress.6 
Today, intrapartum stillbirths are rare in high-resource 
settings and when they occur are generally considered 
to be a consequence of poor obstetric care. By contrast, 
in sub-Saharan Africa and south Asia, over half of all 
stillbirths occur during the intrapartum period, most 
at term or in the late preterm period, and are free of 
congenital anomalies. These fetuses would not suﬀ er 
the complications of preterm birth if delivered alive. 
Prevention of intrapartum stillbirths in LMICs should 
be feasible through provision of access to good quality 
obstetric care.
Most intrapartum stillbirths are caused by asphyxia 
related to several maternal and fetal conditions including 
pre-eclampsia or eclampsia, prolonged and obstructed 
labour, multiple births, abnormal presentations, and 
cord accidents. Fetuses that are small for gestational 
age are especially vulnerable, probably because of poor 
placental function leading to asphyxia. The maternal 
conditions contributing to stillbirth also cause maternal 
and neonatal deaths. Programmes aimed to address 
those conditions through improvement of quality of 
care should have an eﬀ ect on all outcomes.6
Our recent study of factors related to the high stillbirth 
rates in Pakistan suggested that a combination of low 
maternal educational levels (most women cannot read 
or write), restricted access to prenatal and delivery 
care, and poor quality of care when it is available, were 
important contributors to the high stillbirth rates noted.7 
Research such as this is needed to inform public health 
programmes so that stillbirth rates can be reduced.
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The modelling by Blencowe and colleagues1 to 
determine reliable stillbirth rates by country and region 
is an important ﬁ rst step to track global progress in 
reducing stillbirth. However, documenting intrapartum 
versus antepartum stillbirth rates and accurate 
gestational age dating are also important to inform 
programmatic action. Finally, classiﬁ cation systems to 
deﬁ ne speciﬁ c causes of stillbirth are needed. Ultimately, 
reliable data are crucial to inform quality improvement 
programmes and to track the global progress towards 
ending preventable stillbirths.
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